H igh blood pressure is among the most common and most important of the risk factors for cardiovascular and renal diseases.1 Recent estimates based on the 1988-1991 National Health and Nutrition Examination Survey indicate that approximately 50 000 000 people in the United States have high blood pressure. Despite the clear benefits of treating established hypertension, this approach alone will not prevent all blood pressure-related disease in the population because blood pressure -related vascular complications can occur before the onset of established hypertension. The blood pressure -cardiovascular disease risk relation is continuous and progressive, even within the normotensive blood pressure range. Furthermore, it is difficult to ensure that all hypertensive patients are identified and treated adequately.23 Even those who derive optimal benefit from antihypertensive treatment are likely to have a higher risk of morbidity and mortality than their untreated normotensive counterparts with a similar blood pressure.4 Moreover, once treatment with pharmacological therapy is initiated, there will inevitably be some adverse effects. For these reasons, hypertension treatment is an important but incomplete response to the population burden of blood pressure-related cardiovascular disease.
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Primary prevention of hypertension is a natural extension of hypertension treatment and provides an important opportunity to interrupt and prevent the costly cycle of managing hypertension and its complications. Therefore, we encourage a focus on primary prevention for normotensive people as well as for those with high-normal blood pressure or hypertension. Primary prevention of hypertension can be accomplished through interventions on a general-population level (population strategy) with the objective of shifting the distribution of blood pressure downward. This approach should be complemented by efforts to lower blood pressure among the higher-risk populations (targeted strategy), which include African-Americans, people with high-normal blood pressure, those with a family history of hypertension, and people with one or more life-style factors that contribute to age-related increases in blood pressure. The life-style factors that are directly related to the development of hypertension include excessive consumption of calories, leading to obesity; high sodium chloride intake; excessive alcohol consumption; and physical inactivity. Moreover, interventions in these behaviors have shown promise for preventing high blood pressure.5 Therefore, a behavioral approach, as discussed below, is the basis for policy and intervention strategies to prevent hypertension. It is important to integrate this strategy with emphasis on other behavioral patterns that interact with high blood pressure to increase cardiovascular risk, such as smoking or dietary practices that increase dyslipidemia. Evidence of the efficacy of changing these practices is more convincing than that for supplementation with potassium, calcium, magnesium, fish oils, or fiber or for alteration in macronutrient consumption and stressrelated behaviors; however, these latter factors are recommended as priorities for further research.
Intervention programs in community-and practicebased settings indicate that making the desired life-style changes is potentially feasible.6-9 To achieve population changes in risk behaviors, additional public education will be necessary to underscore the importance of life-style factors in the development of hypertension, as will enhanced education of health care providers to encourage and facilitate their active participation in hypertension prevention. The involvement of patient advocacy groups to focus attention on the prevention and control of high blood pressure is also important. Objectives for change in the national prevalence of factors that increase the risk of high blood pressure should be consistent with those of Healthy People 2000, for example, to increase to at least 90% the proportion of people with high blood pressure who are taking action to control it.10 Achievement of these objectives should include enhanced public, professional, and patient educational programs as well as policies to support such changes, including reimbursement for preventive counseling, changes in food manufacturing and availability, and increased public access to facilities for physical activity. Moreover, additional attention should be given to research questions related to prevention of high blood pressure. The potential for benefit makes primary prevention of hypertension, though challenging, an important national health goal.
Behavioral Patterns and Their Implications Weight Control
Both cross-sectional and prospective observational studies have identified a strong correlation between various measures of weight and blood pressure, as well as a stepwise increase in blood pressure with progressively higher body-mass index. In most studies, being overweight results in a twofold to sixfold increase in the risk of developing hypertension."-'5 Overweight is particularly prevalent in African-American females. 16 Centrally distributed obesity is of particular concern in the development of hypertension and coronary heart disease. 17 The high prevalence of overweight in the US population (26% of US adults18), combined with the corresponding increase in risk of developing high blood pressure, has led to estimates that 20% to 30% of cases of hypertension can be attributed to obesity. Thus, weight loss has the potential to be a powerful means of preventing hypertension and of decreasing the incidence of non-insulin-dependent diabetes, which augments the risk of hypertension. Small amounts of weight loss can lead to blood pressure reduction even when ideal weight is not achieved.
Clinical trials in both hypertensive and normotensive people have documented that loss of excess weight reduces systolic and diastolic blood pressure. 
Reduced Alcohol Consumption
Almost all of the more than 30 cross-sectional studies conducted have identified a positive and independent association between excessive levels of alcohol intake (three or more drinks or roughly 40 g ethanol per day) and increased blood pressure. It has been estimated that as much as 5% to 7% of the overall prevalence of hypertension can be attributed to excessive alcohol intake.31'32 Not only have prospective studies provided consistent evidence of a strong positive relation between alcohol intake and blood pressure, but change in alcohol intake has been associated with subsequent change in blood pressure.33 Several clinical trials of the effect of stopping or reducing alcohol intake on blood pressure have shown consistent, significant reductions in blood pressure, independent of weight change.34 '35 To minimize the risk of hypertension, it is recommended that people should not consume more than the equivalent of two alcoholic drinks per day. This is of particular importance to people who have high-normal blood pressure or hypertension or who are at increased risk of hypertension. Moreover, professional education about the association between alcohol consumption and blood pressure elevation should be emphasized. larger for those with higher blood purlaioe. The results of intrapopulation studies of the relation between so-Physical Activity
While the results of studies investigating the relation between physical activity and blood pressure are not as strong or consistent as those related to other risk factors, observational studies have demonstrated an inverse association between levels of physical activity and blood pressure, independent of obesity.36-38 Clinical trials also provide evidence that increased physical activity, in both normotensive and hypertensive people, results in a reduction of both systolic and diastolic blood pressure.39 Low-to moderate-intensity exercise is as effective as high-intensity exercise in reducing blood pressure in patients with hypertension. 40 The benefits of physical activity may be through lowering of blood pressure, weight control, or both. 
